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Family and Medical Leave (FMLA) Request Form  

Family and Medical Leave Act of 1993 ---- (Illness/Injury for self and or family member)
Mulvane School District – USD #263 – Human Resource Department – Mulvane, KS 67110
Phone - (316) 777-1155  Fax - (316) 777-1103
  To Be Completed By Employee.  Filling out the form promptly and accurately helps us to track your leave benefits efficiently.  


	Name:
	
	SSN:
	

	Home Address:
	

	
	
	
	ID # if available
	

	(City)
	(State)
	(Zip)
	

	Home Telephone:
	
	Work Telephone:
	

	Department Name
	

	School Assigned  
	
	Supervisor’s Name
	

	

	When Family and Medical Leave is needed to care for a seriously-ill family member, the employee shall state the care he or she will provide and an estimate of the time period during which this care will be provided, including a schedule if irregular leave or leave on a reduced work schedule is requested.  Serious health condition does not include common cold, flu, earaches, upset stomach, headaches, (other than migraine), routine physicals or dental/eye examinations.  If leave is for a non-serious illness, do not complete this form.  Notify the Human Resource Department at ext. 1155.

	**Is this a work related injury/illness?
	YES
	
	NO
	
	

	Request is for:
	
	Self
	
	

	
	
	To Care for Family Member
	Relationship of family member
	

	
	(i.e. mother, father, children {a dependent child is a child under 23 years old who lives in the home with the employee, and/or attending college or university, full-time.} ---- in-laws are not covered by the Family and Medical Leave Act)

	Dates of FMLA Leave-Start Date:
	
	End Date:
	

	

	Briefly Explain Health Condition Requiring Leave (Self or family member):


	Type of Leave Requested:  Full-Time
	
	Part-Time
	
	Intermittent
	


(continued on next page)
If you will go into an unpaid status during your leave and you want to avoid discontinuing your health insurance, indicate how you want to pay your share of the insurance premium:  

	
	Prepayment by payroll deduction;

	

	
	Prepayment by personal check (Overpayments will be refunded); or

	

	
	Payment by personal check – Monthly

	

	
	Does Not Apply


I certify that I understand, agree to, and meet the requirements and conditions of the Family and Medical Act of 1993.  I authorize the appointing authority to obtain any necessary information regarding my request for family and medical leave.
____________________________________________________

__________________________

Employee Signature







Date

Return to: Mr. Keil, Director of Human Resources, District Office



Human Resources Use Only
     Average Hours Worked per Week:  ____________ Forms Received Within Guidelines:  ____________________

    Employed 12 months & has worked 1250 hours in last 12 months:  __________ Hire Date:  __________________

    Physician Certification Received:  _________________
ADA accommodation requested:  _____Approved_____Denied
    From:  ____________________To/Thru_____________________Intermittent____________________________________

    Revised:  _____ Date:  _____________
Extended from:  _______________________To: ______________________ 

    Revised:  _____ Date:  _____________
Extended from:  _______________________To:  ______________________

    Additional Comments:  _______________________________________________________________________________

    __________________________________________________________________________________________________

    __________________________________________________________________________________________________

    Notice Given:  ________Health Care Provider Certification Due Date (Approx. 15 days):  ________________________ 

FMLA Request
11/2007
